1. Introduction
===============

The majority (52%) of pancreatic cancer patients are diagnosed at late stages, with a 5-year survival of 3% ([@A63221REF1], [@A63221REF2]). It is estimated that up to 70% - 80% of patients with pancreatic cancer suffer from severe abdominal pain ([@A63221REF3]-[@A63221REF5]), which, could affect the quality of life ([@A63221REF6]) and participating in weight loss and anorexia ([@A63221REF7]).

Treatment, according to the 3-step ladder of world health organization (WHO) guideline, is often inadequate or not tolerated in pain management ([@A63221REF4]) and a celiac plexus block is the next step in controlling the pain ([@A63221REF8]).

Celiac plexus block and neurolysis are effective in 74% of patients to control the pain at least up to 3 months or until the death ([@A63221REF9]). However, transient orthostatic hypotension occurred in 20% to 42% of patients and transient diarrhea that occurred in 10% to 25% of patients ([@A63221REF10], [@A63221REF11]) are among the most common side effects of this intervention. The incidence of nausea/vomiting and constipation are significantly less common in patients after celiac plexus block ([@A63221REF10], [@A63221REF11]), while the opioid use could be tapered and sympathetic innervation of upper abdomen is blocked.

The hypotension, after an effective celiac plexus block, is usually silent and self-limited and the persistent and deep hypotension is not expected. In this case report, we are presenting a case of pancreatic cancer who developed a deep persistent hypotension that later admitted to palliative care unit to manage severe constipation, while the block seems effective.

2. Case Presentation
====================

An otherwise healthy 55-year-old man complained of abdominal pain in January 2016. A pancreatic mass with multiple liver metastatic lesions was found through physical examination and abdominal sonography. In addition to a hypodense mass (36 × 32 mm), in the body of pancreas, the CT scan revealed a dilation of the distal part of the pancreatic duct and an involvement of splenic vein, superior mesenteric vein (SMV), and celiac trunk. Based on the poor general condition of the patient, he was not eligible for additional invasive investigational intervention or curative treatment.

The abdominal pain was not well controlled with methadone, 30 mg daily and paracetamol (acetaminophen), 500 mg QID.

The patient was a candidate for interventional pain management. Pre-procedural lab test assessments including coagulation tests, blood cell counts, and metabolic tests were in the normal range.

An experienced pain specialist performed a fluoroscopic-guided bilateral, retrocrural celiac plexus block, in the prone position, by using 20 gaged, 15 cm sharp, curved needles on February 9, 2016. Following negative aspiration and contrast approval, 7 mL of Marcaine 0.25% and 20mg Depo-Medrol were injected in each side. Subsequent to the procedure, the patient experienced dizziness and lack of energy. One week after the procedure, while the pain was well controlled and analgesics were tapered, a systolic blood pressure of 60 mmHg with positive orthostatic hypotension was recorded for the patient. The patient had no other sign and symptoms of cardiac or respiratory insufficiency in clinical assessment. Despite some general precautions such as hydration and routine workup to excluding other possible causes, the orthostatic hypotension had continued for the next 3 days. However, due to poor prognosis and patient conditions, willing advanced evaluation of hemodynamic and cardio-circulatory assessments was not considered. To restore the blood pressure, fludrocortisone 0.1 mg per day was prescribed and after a week, the blood pressure stabilized to 90/60 mmHg without orthostatic hypotension.

The patient was admitted to the palliative care unit on February 30 for severe constipation despite quite enough doses of laxatives. At the time of admission, he was receiving 10mg of methadone per day and physical examination revealed moderate ascites. Following palliative interventions, the patient was discharged a couple of days later with good control of his symptoms and passed away in May 2016 at home. An autopsy was not performed.

3. Discussion
=============

This case report shows up an unusual consequence of Celiac plexus block. While short-term hypotension and diarrhea are well known and common complications of celiac plexus block, there are reports of other rare complications ([@A63221REF12]-[@A63221REF14]). It is known that patients who undergo Celiac plexus block will experience post-procedure hypotension or orthostatic hypotension for 1 to 5 days ([@A63221REF15]), however, the reports of severe chronic hypotension, similar to this case are less documented ([@A63221REF16]). To expect any new invasions or metastasis, the interval between last imaging and the occurrence of orthostatic hypotension in this case is low. He had no other sign or symptoms of cardiac, respiratory, vascular, or neurologic involvement in the clinical assessment. While the causes of the persistent hypotension and orthostatic hypotension in this case are not clear and its occurrence is out of mind, it happened in this case.

One of the most common complications after Celiac plexus block is diarrhea, which could be difficult to manage ([@A63221REF17]-[@A63221REF19]). Diarrhea is primarily due to loss of sympathetic tone and loss of opioid effects. In this case, peritoneal carcinomatous was discovered after his admission for constipation and abdominal distention. It appeared that combination of Celiac plexus block and a decrease in methadone dosage was not sufficient to overcome the constipation resulted from peritoneal carcinomatous.

After abdominal sympathectomy, patients are usually scheduled for a close to follow up in a problem-based method, we offer a more curious and longer post-procedural follow-up as well as schedule daily visits.

However, the lake of thorough para-clinical assessment to reveal the cardio-circulatory base of the orthostatic hypotension should be considered as a limitation in the discussion of this end staged palliative medicine case.

Consequently, self-limited hypotension and/or orthostatic hypotension is common following the celiac plexus block and neurolysis, however, we should consider exceptional cases and should follow patients after the block. Furthermore, thorough assessment of bowel habits should not be forgotten after effective celiac plexus block neurolysis and tapering the opioids, while it's possible to develop severe constipation even after sympathetic neurolysis and opioids reduction.
